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OPTION SELECTION FORM

OPTION A

| request my pension be paid in accordance with Option A as provided in Section 12, subsection 2 of Chapter
32.

| UNDERSTAND BY CHOOSING THISOPTION, UPON MY DEATH, | RELINQUISH ALL CLAIMSTO THE
TOTAL CONTRIBUTIONSAND THE TOTAL INTEREST THAT HAVE BEEN CREDITED TOMY ACCOUNT. My

Designated Beneficiary(ies) listed below will receive only a prorated amount for the number of days| livein the
month of my death. THERE ARE NO SURVIVOR BENEFITS.

PLEASE INDICATE BELOW YOUR DESIGINATED PRIMARY BENEFICIARY (IES)
______________________________________________________________________________________________________________________________________|

PRIMARY BENEFICIARY INFORMATION (MUST BE COMPLETED)

PROPORTION
NAME: SSN# D.O.B. / / %
ADDRESS:
NAME: SSN# D.O.B. / / %
ADDRESS:
NAME: SSN# D.O.B. / / %
ADDRESS:

TO ADD MORE PRIMARY BENEFICIARIESOR TO ADD CONTINGENT BENEFICIARY=I ES:, USE SECOND PAGE /SIDE

MEMBER INFORMATION

PRINT NAME: SSN:

SIGNATURE: DATE:

SIGNATURE OF WITNESS THISOPTION FORM MUST BE WITNESSED. IF THE MEMBER ISMARRIED, THE
WITNESSMUST BE THE SPOUSE.

By witnessing thisform, | acknowledge that | have read and under stand the provisions of this Option:

PRINT NAME:

ADDRESS:

SIGNATURE: DATE:
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PLEASE INDICATE BELOWANY ADDITIONAL DESIGNATED PRIMARY BENEFICIARY (IES)

PRIMARY BENEFICIARY INFORMATION (MUST BE COMPLETED)

PROPORTION
NAME: SSH %
ADDRESS:
NAME: SSH %
ADDRESS:

PLEASE INDICATE BELOW YOUR DESIGNATED CONTINGENT BENEFICIARY (IES)- IF ANY

CONTINGENT BENEFICIARY INFORMATION

PROPORTION
NAME: SSN# D.O.B. / / %
ADDRESS:
NAME: SSN# D.O.B. / / %
ADDRESS:
NAME: SSN# D.O.B. / / %
ADDRESS:
NAME: SSN# D.O.B. / / %
ADDRESS:
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